Section of General Practice
Many doctors are confused as to how far their responsibility to their patients, and indeed to society, extends. May I say straight away that I am one of them. This confusion is heightened by our daily experience of the clash between our patients' high expectations and what we as doctors can provide.
I plan to look very briefly at four areas where I believe we, as doctors, have a key responsibility to our patients. I have chosen a text that you all know, from what has come to be called the general practitioner's Bible, i.e. 'The Future General Practitioner: Learning and Teaching' (Royal College of General Practitioners 1972). It is this: He 'accepts the responsibility for making an initial decision on every problem his patient may present to him, consulting with specialists when he thinks it is appropriate'.
The first key responsibility, as I see it, that a doctor has for his patient is to be clinically competent. It is for this reason that the Merrison report (1975) states in its first paragraph that 'the maintenance of a register of the competent is fundamental to the regulation of the profession'. But what is being competent? Perhaps a general practitioner has a responsibility to strive a little higher than the level of mere competence as envisaged by Merrison. To me, competence today entails being involved in those fields that are presently being discussed by our profession, in order to raise the quality of medical care. That is, in educational standards, especially the standard of our own continuous education (this today has become doubly important, in view of the fact that the half-life of present medical advances is now said to be about five years); of adequate record keeping; and of improved team activity in our clinical work.
Competence, in my view, also implies some form of audit of our clinical techniques so that we carry out our responsibility to our patients without doing them harm. As the Hippocratic oath says: 'I will use treatment to help the sick according to my ability and judgment, but I will never use it to injure or wrong them'. We have only to think of the ills that we, as a profession, have caused our patients in the recent past by three drugs, digitalis, steroids and barbiturates, to feel humbled by this responsibility. But competence also implies a responsibility to assess our therapeutic methods in a scientific way, as described so well by Cochrane (1972) .
All this I think we can agree. Where the picture begins to cloud is when we ask, who is the patient? or, how far does our clinical field extend? Our text suggests that the patient is the person who presents to us with a problem; but does a competent doctor have no responsibility to act before his patient is even aware of a difficulty? What of our responsibility to identify early the deaf child, the undescended testicle, or the middle-aged hypertensive, and what of a doctor's responsibility in his antenatal clinic to anticipate the obstetric hazard, or indeed in his well-baby clinic to prevent his patient getting polio, and so on. Does clinical competence mean recognizing that all the people on our list are potentially at risk; and, if so, what of those out in society who may one day join our list? Have we or have we not a responsibility to at least warn them of the dangers, for example, of not coming, when pregnant, for antenatal care? Somewhere, a limit to the responsibility of the competent doctor must be set. This clearly lies beyond the field suggested by our text, but I would like to ask you where exactly the boundary should be.
This brings me to my second key responsibility that a doctor has to his patients: it is to recognize his own limitations. I think you will agree that a Proc. roy. Soc. Med. Volume 70 January 1977 doctor holds the responsibility to recognize when he has reached a clinical area in which he cannot cope. If the patient's problem is too complex for him, he then has a responsibility to refer him for a second opinion. What is harder to accept is the limitation set on all of us by nature itself and to be humble enough not to strive officiously to keep alive the 'hopeless case'. It is hard to accept that, despite all the advances medicine has made, we doctors are not gods. The Greeks rightly felt that hubrisan overestimation of our power and importancewas something to be despised in a man. Perhaps some of our keener young registrars might do well to remember why f-sculapius was said to have died.
But there is a third limitation on our responsibility that is too often neglected, and it is this that I should also like to emphasize. A doctor should not take away from his patient the responsibility that he, the patient, holds for his own life and health. Indeed one of our responsibilities as doctors is to return to our ancient role; for 'doctor' means 'teacher', and we have to teach our patients how better to carry this responsibility for their own health. It was Balint (1964) who coined the phrase 'the apostolic function' and claimed that whether a doctor recognized it or not, there was no way in which he could escape the teaching aspect of his work. I believe that it is our responsibility to be aware of what we teach and what we would like to teach. This means knowing, clearly, what is the patient's responsibility in medicine. There is no time to delineate this responsibility in full. In order to emphasize the point that despite Illich the patient has still a role in medicine, I would like to mention three functions that the patient has to perform:
(1) Self-care: Several surveys show that episodes of 'illness' in the population at large are relatively common, at least two a month. Of these, only about 25 % are presented at the doctor's surgery and 10 % at the hospital. The Peckham experiment (Pearse & Crocker 1942) and the thousand children surveyed in Newcastle upon Tyne (Spence et al. 1954 , Miller et al. 1960 ) confirm that self-care is one of the commonest forms of treatment. It is well established that twice as many drugs are selfprescribed than are prescribed by doctors. How good is this self-care? Is it not our responsibility as doctors to help our patients to make it as effective as possible?
(2) The patient has to decide when to consult his doctor: In the Newcastle thousand-baby survey, 50 % of cases of suppurative otitis media never received medical treatment. There is evidence that many simple, self-limiting conditions are brought to the surgery, while potentially serious sympto-matology is ignored or dealt with at home. Without instruction, there seems no reason why patients should present say, intermenstrual bleeding, or an alteration of bowel habit, to their general practitioner, while they will continue to consult on the traditional criteria of feeling unwell or anxious. It is a doctor's responsibility to help train his patients to fulfil effectively their function of preselection before surgery attendance.
(3) The patient has to carry out the treatment prescribed: It is commonly accepted that the most frequent cause of failed treatment is the fact that the patient did not carry it out. Even patients attending an antituberculosis clinic are shown by statistics to have a high default rate (Stewart & Cluff 1972 ). It is a doctor's responsibility to help his patient fulfil this role of carrying out the treatment prescribed.
One of my criticisms of our text is that it does not sufficiently emphasize the limitations of a doctor's responsibility. If ignorant, a doctor should say so and not make an initial decision. Indeed the phrase 'an initial decision' is vague in the extreme. If it applies to anyone, I feel it should apply to the patient. Sometimes, however, the patient does not see the problem and then the doctor is forced to take the initial decision; but even here he is under an obligation to consult with his patient and if possible to help educate him, and only secondly to consult with a specialistor is it the patient who should occasionally request the second consultation?
The third key area of a doctor's responsibility is his responsibility to society. A doctor's responsibility to his patient is sometimes overtaken by this greater responsibility. Confidentiality has, on these occasions, to be broken. The classic example is that of the epileptic train driver, but perhaps this should be updated to the airline pilot with ECG changes. However, a doctor's responsibility to his patients and to society often coincide: for his patients, en masse, are society. A doctor has a responsibility as a model in his local community. The doctor who smokes when he visits the local school is falling down on this responsibility. Doctors, both as individuals and as members of a profession, have always had an influence on society. The need to exert this influence has never been greater. Today, the spectrum of killing diseases has so changed that the biggest risk factor to our patients' health is the environment and their own life style. Both individually and through our professional bodies, we as doctors have a responsibility to reduce this risk factor as far as we can. It was a doctor who traced and tied up the famous Broad Street pump, and today it is doctors who have led the fight to eradicate smallpox from our planet. We must continue this same process in influencing present-day harmful attitudes and behaviour patterns, not only of our patients but, equally important, of the decision-makers within our society. We have an obligation to inform our patients and to affect their attitudes towards such things as the benefits of breast feeding, the dangers of barbiturates, and the risks of nicotine or overweight. We have a responsibility to inform the decision-makers of the medical risks involved in their plans for our patients' environment. For example, the effects of living in high-rise blocks should have been made known to decision-makers earlier than they were, as should the problems of one-parent families, and the lack of recreational facilities and nursery schools in many of our conurbations.
The final key responsibility I would like to touch upon is not mentioned in the College book, and indeed it is rarely mentioned during a doctor's training. I feel it is an important responsibility that needs to be more fully discussed. As I see it, a doctor owes it to his patients to care for his own physical and mental health, to be aware of the early signs of his own ill-health, and to take effective action. A surgeon has a responsibility to his patients not to operate if he feels unwell or is becoming too old to do so competently. Likewise a general practitioner whose alcohol intake is rising or who is emotionally stressed should consider the effect this is having on his clinical work. Doctors are notoriously bad at caring for their health; their suicide rate runs at two-and-a-half times that of the rest of the population and their addiction rate at one-and-a-half times, while they suffer all the ills that man is heir to, but seek help late. It was Balint (1964) who showed us that the most commonly prescribed drug was the doctor himself. He illus-trated the clinical problems that can arise for the patient if the general practitioner lacks selfunderstanding. We can see this so clearly in our colleagues, but our responsibility to our patients is to see it clearly in ourselves, for it is ourselves that we prescribe daily.
Although the College book has done much for our understanding of the doctor's role, I do not feel it has fully emphasized some of the key responsibilities I have looked at here, all of which I feel need further discussion if we are to evolve a clear consensus of what is a doctor's responsibility to his patients.
